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Sir,
Preauricular sinus is a common congenital anomaly,
which results from developmental failure of embryogen-
esis during which six hillocks normally fuse to form the
auricle. The opening is typically located near the anterior
limb of the ascending helix [1, 2]. However, in rare in-
stances, the opening appears at the crus of the helix,
penetrates through the auricular cartilage, and reaches
the postauricular area (Fig. 1). This latter type of
preauricular sinus is called postauricular sinus [2–4].
Surgery for typical preauricular sinus is usually not com-
plicated because there is minimal involvement of the
auricular cartilage. However, special surgical consider-
ation is necessary for postauricular sinus because of the
opening penetrating throughout the auricular cartilage.
We report here on two patients with postauricular sinus
successfully treated by a dual-incision technique.
The surgical procedure was performed as described below,
but some modifications were made depending on the case. All
surgeries were performed under general anesthesia, and a sur-
gical microscope was used for both the precise identification
and the delicate dissection of the sinus tract. A fine lacrimal
probe was used to identify the direction of the sinus tract. At
the beginning of the surgery, a small amount of crystal violet
solution was injected into the lumen of the sinus tract through
the opening so that the entire sinus could be clearly identified
during the surgery.
A wedge-shape skin incision was made around the sinus
opening at the crus of the helix. The skin inside the incision line
was elevated. The cartilage surrounding the sinus tract was min-
imally excised together with the sinus tract to ensure complete
removal of the epithelial lining (Fig. 2). The dissection
proceeded as deep as possible until the surgical field was limited.
Care was taken tominimize the skin incision and the resection of
the auricular cartilage to prevent any postoperative deformity.
A retroauricular incision was then made along the attach-
ment of the auricle. After identifying the distal end of the sinus
tract with visual guidance by the crystal violet solution injected
at the beginning of the surgery, the dissection was carried out
anteriorly along the sinus tract, which was found to penetrate
the cartilage (Fig. 3). The sinus tract was finally resected in a
bidirectional fashion. After the complete resection of the sinus
tract, the dead space was sealed with a layered closure.
One patient was a 17-year-old boy with a history of
more than 10 episodes of repeated postauricular swelling
(patient 1). A small opening measuring 1 mm in diame-
ter was visible at the crus of the helix of the left auricle.
An induration was noted at the posteriosuperior region of
the left auricle, indicating a chronically inflamed distal
end of the sinus tract (Fig. 1). The other patient was a 2-
year-old girl with a history of recurrent swelling at the
concha of the left auricle (patient 2). Physical examina-
tion revealed a small opening measuring 1 mm in diam-
eter at the crus of the helix of the auricle. There was no
opening at the postauricular area. These patients had un-
eventful surgical repair of these lesions. At their follow-
ups 1 year later, there were no signs of recurrence. There
was minimal postoperative deformity of the crus of the
helix that was acceptable to both patients.
A dual-incision approach is a useful and reasonable proce-
dure for postauricular sinus. There are three points that require
caution when performing this procedure.
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First, the sinus tract is so narrow that it seems to be practi-
cally impossible to detach the epithelial lining from the inner
surface of the cartilage surrounding the sinus tract. Even if this
can be done, there may be a risk of epithelial remnants.
Therefore, the cartilage surrounding the sinus tract should be
excised together to ensure complete removal of the epithelial
lining. Resection of the cartilage of the crus of the helix can be
a cause of concern for postoperative deformity, and the
amount of the resected cartilage should be minimized.
Second, since the sinus tract dissection proceeds deeply and
posteriorly, visualization and identification of the sinus tract
becomes difficult from the anterior due to limited view through
the small cartilage opening. A wider incision could allow re-
section of the sinus tract and surrounding cartilage from the
anterior view, but this may leave a larger surgical scar.
Moreover, the sinus tract may vary in length and in direction
[2]. In this situation, an additional retroauricular incision is
useful to identify the distal end of the sinus tract. Unlike the
incision at the anterior aspect of the auricle, a retroauricular
incision is not visible and will not cause a cosmetic problem
even if it is wider. Care should be taken not to injure the sinus
tract when making a retroauricular incision.
Third, several additional techniques have been advocated
for complete resection of the sinus tract. A surgical microscope
should be used to achieve a precise dissection [5, 6]. The use of
a dye solution has been suggested to identify the sinus tract [7],
and a probe is generally used for cannulation of the sinus tract.
Our experience with these cases highlights the dual-
incision approach coupled with several additional techniques
as a useful and reasonable procedure to achieve complete
excision of the postauricular sinus.
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Fig. 3 Patient 1. Intraoperative posterior view showing the posterior half
of the sinus tract being dissected anteriorly (arrow). Note that the sinus
tract penetrates the auricular cartilage
Fig. 2 Patient 1. Intraoperative anterior view showing the anterior half of
the sinus tract being dissected together with the surrounding cartilage
(arrow)
Fig. 1 Patient 1. The opening of the sinus tract located at the crus of the
helix of the auricle (a). An induration at the posterior aspect of the auricle
(b)
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